Background Open and honest discussion between healthcare providers and patients and
| INTRODUCTION
Open and honest discussion between healthcare providers and the patients and families affected by adverse patient safety events is considered to be a central feature of high quality and safer patient care. [1] [2] [3] Open disclosure policies require healthcare providers to inform the patient and/or representative that an incident has occurred, give an apology or expression of regret, a factual explanation of what happened, some indication of potential consequences for the patient and discuss the changes being made to prevent recurrence. 2, 3 Advocates of open disclosure propose that failing to communicate effectively with patients following adverse events may have negative repercussions for all stakeholders, including distress amongst patients and health professionals, loss of trust in healthcare providers, and the increased pursuit of litigation by patients in a quest for information. 4 Despite policy advancement and implementation around open disclosure, as few as 30% of harmful events may currently be disclosed to patients. 5 Recent high profile cases, such as the events occurring at the Mid-Staffordshire Hospital Trust in the UK demonstrate that the practice of open disclosure continues to fall short of patient and family expectations. 6 Fears of litigation, a health service culture of secrecy, lack of confidence amongst health professionals, fear of exacerbating patient's distress, and doubts regarding the effectiveness of open disclosure in meeting patients' needs relating to adverse events (AEs) are identified in the literature as the main reasons for nondisclosure.
Since June 2015, new guidance on a professional duty of candour in the UK has aimed to support doctors, nurses, and midwives to fulfil their professional duty to be open and honest about mistakes and adverse events. 8, 9 Individuals must offer information on what has happened, make a meaningful apology, report these incidents to prevent them from happening again, and, for clinical leaders, encourage a culture of reporting and learning. Additionally, a new statutory duty has been in place for all providers in England since April 2015. 8 The duty sets out how and when a patient must be informed of a "notifiable safety incident." It requires organisations to inform patients verbally and in writing of any "unintended or unexpected incident" causing at least moderate harm or prolonged physical and/or psychological harm 8 The addition of psychological harm is new but the statutory duty is similar to a previous contractual requirement on national health service (NHS) organisations in England. Similar statutory duties for organisations are being actively considered in other parts of the UK. 8, 10 Although greater openness is being promoted in policy, uptake in These are all important, but internationally there is a need to identify the individual, local and organisational factors within each health system that support or discourage clinicians' honesty when things go wrong.
Most evidence to date originates from the US, with a particular absence of UK data regarding experiences of incident disclosure practices. Given the unique model of healthcare provision in the UK, principally provided for by the National Health Service (free at the point of delivery), and related policy development process, it is likely that some of the factors influencing disclosure will be unique to this setting.
This study aimed to address this significant gap through a qualitative study of doctors and nurses in the UK. The study will facilitate the translation of policy into practice, with implications for multiple stakeholders including clinicians, patients, families, healthcare managers, and organisational leaders. These data are critical to guide efforts to improving the information sharing process that patients experience following an adverse event. 
| Setting
Five UK trusts were invited to participate including 2 large hospital trusts, 2 smaller hospital trusts, and 1 primary care trust in a range of geographic locations that serve urban and rural communities with patients from a range of socio-demographic backgrounds. 
| Interview schedule
An interview schedule was developed and refined based on pilot work.
Interview questions focused around the following topics: participants'
understanding of the term "open disclosure," experiences of participating in open disclosure, the training received or available to them, and their feelings about the factors that enable or pose challenges to disclosure.
| Procedure
All interviews were face to face and held in a private meeting room in the participating trusts and audio-recorded. After obtaining consent, a topic guide was used to guide discussion with participants who were also given the opportunity to shape the discussion and develop their own narratives. Interviews lasted approximately 60 minutes. Confidentiality was maintained by anonymising audio tapes and the direct quotations.
| ANALYSIS
Data were collected and analysed in an ongoing process until no new information emerged. Transcripts were analysed thematically using an established interpretive approach. 11 Framework analysis was selected for several reasons. Firstly, it is especially well suited to applied qualitative research, in which the objectives of the investigation are typically set a priori, and shaped by the information requirements of the funding body, rather than wholly emerging from a reflexive research process. Secondly, framework analysis provides a visible method which can be scrutinised, carried out, and discussed and operated by individuals in a team. Lastly, the approach lends itself to reconsidering and reworking ideas because the analysis follows a well-defined procedure, which can be documented and accessed by several members of a research team. Following initial familiarisation with interview transcripts, the research team developed a thematic coding framework based on discussions about a priori questions and issues that had been identified from the research questions and as emerging from the interview data. Initial codes from this framework (including codes relating to communication with health professionals)
were then systematically applied to the transcript data. NVivo 8 text management software was used to mark specific pieces of interview data that were identified as corresponding to the thematic index codes. More generally, NVivo 8 was also used to help organise the data to facilitate further analytic consideration and interpretation.
| FINDINGS
We identified 5 themes that described factors that support open disclosure to take place: (1) open disclosure as a moral and professional duty, (2) positive past experiences, (3) understanding the repercussions, (4) role models and guidance, and (5) clarity.
Open disclosure as a moral and professional duty
Health professionals who felt comfortable understanding when disclosure should occur, and to go to the patient and disclose an incident, appeared to accept that openness was a professional and moral duty regardless of the repercussions.
"I think there are going to be times where I might meet with a family… who would you know take this opportunity with both arms made a process…but that is their right at the end of the day and it shouldn't in principle put me off being honest and upfront with my patients."(Nurse, 1)
Respondents were consistent in the belief that the lead doctor has a professional duty to disclose an incident to a patient, but the remit of nurses was less clear, with some suggesting that the nature of the incident would determine who should have a role in the disclosure. The value of guidance around disclosure was reinforced by the instances in which a need for training that is specific to the disclosure of an adverse event (as opposed to general training such as breaking bad news) was identified as important; most commonly identified by the nurses in our sample. Very few interviewees were able to cite any formal training provided by either their professional body or their trust.
"I haven't had any personal training. Certainly, the trust offers a sort of day if you like around breaking bad news, however, I think that tends to be more related to breaking, you know, cancers and diagnoses type thing, rather than adverse events that happened." (Nurse, 2)
Clarity
Health professionals who felt confident that an apology was not an acceptance of liability and had no professional or legal implications appeared more ready to offer an apology or expression of regret immediately in the context of an incident. Yet not all respondents were clear as to the implications of apologising, and the existence of a culture that at 1 time did not encourage apology was referred to by many. competencies: patient care, medical knowledge, interpersonal and communication skills, professionalism, practise-based learning and improvement, and systems-based practice. 12 These competencies are reflected in clinician training and as part of professional registration internationally. [13] [14] [15] [16] [17] [18] While preclinical training in nontechnical skills is essential to increase uptake and improve the quality of open disclosure, clinicians often experience "cultural resistance" to the adoption of the skills learnt in training when entering practice. 19 
| Limitations
Doctors and nurses are the key actors in enacting open disclosure, but by focusing on only these professions, the study may not reflect the experiences of other professional groups. In addition, our sample does provide insight into the practices of those in primary care, community care, and mental health organisations in which reporting systems and events themselves may be less clearly defined. As a multisite study that included urban and regional hospitals, the findings are likely to be relevant to other parts of the UK. Differences between health systems mean that not all findings are relevant to other health systems internationally. This evidence presents the experiences of clinicians and not that of patients; the patient perspective may identify enablers and barriers to good disclosure that clinicians do not recognise.
| CONCLUSION
Greater openness in relation to adverse events requires health professionals to apply nontechnical skills and knowledge: to recognise candour as a professional and moral duty, and to communicate with patients and families effectively throughout the care process as well as when things go wrong. We cannot rely solely on clinician training to develop the necessary skills and knowledge that underpin candour in health care. Evidenced in this data, once clinicians enter the working environment, the culture they are surrounded by inhibits their willingness to speak openly with patients. Senior clinicians and healthcare managers, as opinion leaders and role models, have a significant role in developing a genuinely nonpunitive, learning environment to encourage and sustain uptake of the incident disclosure policy and the duty of candour in practice. Peer support between health professionals is also critical. Current models that provide one-off training in incident disclosure or communication are not sufficient to drive the cultural change required. A model of training and supervision that integrates these nontechnical knowledge and skills in an ongoing process throughout a clinician's career is essential.
